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Precipitating factors are those that actually give rise to the complaint such as an adverse outcome, providing incorrect care and system errors and mistakes. This could range from the laboratory work not being
We currently practise at a time when government policy, regulation of the profession and patients' expectations make quite significant demands on dental teams. Patients expect to be offered choice for some if not all the treatments we provide and this expectation is enshrined in the statute law of consent, in ethical guidance This paper introduces a number of concepts that will recur throughout the series. It examines fi rstly the rationale behind what triggers patients' complaints and explores the concepts of precipitating and predisposing factors. If patients are dissatisfi ed they may seek legal redress and clinical negligence is explained briefl y with an explanation particularly of breach of duty and causation. Record keeping is an integral part of delivering high quality care and ten essential requirements are listed. Where patients request it or treatment is more complex than the practitioner can manage, a referral should be considered. An outline of risk management principles are given with emphasis on learning from mistakes. delivered in time for the patient's appointment to an anaphylactic reaction following the administration of a local anaesthetic.
A predisposing factor on its own does not result in a complaint but increases the chance of it occurring, for example rudeness, delays, lack of attention, apathy or poor communication.
It is when the precipitating factors are overlaid with the predisposing factors that the patients can direct the blame at a series of individuals and a complaint crystallises. A complaint can be defi ned as 'an expression of dissatisfaction with the practice's procedures, charges, personnel or quality of service. ' 2 For the reasons outlined above it is clear that not every dissatisfi ed patient complains. Many simply decide not to return to the practice and some of these will tell others. Nine out of ten dissatisfi ed patients do not usually give the practice a chance to put things right and leave without raising their concerns. 3 This is a double-edged sword, as it might save the practice from a complaint and the attendant problems but it also denies the opportunity of preventing a similar problem recurring.
If an individual is personable and pleasant and a good communicator there is reduced risk of receiving a complaint or being sued. This was highlighted in a study by Di Matteo 4 who found that communication skills, particularly nonverbal skills, had a signifi cant infl uence on a patient's satisfaction level towards outcomes of treatment. This fact was demonstrable regardless of the quality of care provided. 5 The patient carries with them a unique set of expectations and the challenge is to fi rst identify those expectations and then meet them. Patients rarely come to a practice as a 'blank canvas' . Many of then arrive with 'excess baggage' accumulated from previous experiences or previous dentists and on occasion a patient's perceptions of dentistry or a particular treatment outcome is based on the experiences of others. 6 The systems of clinical governance -protocols essentially -ensure that those expectations can be captured, for example from a carefully taken dental history, clinical examinations or lifestyle questionnaire. Those expectations then need to be modifi ed, ie to be made realistic by information provided by the dentist. This is especially so where cosmetic dentistry or removable prosthetics is planned. Once the divide between the patient's expectations and what can actually be achieved is reduced or eradicated, the unmet expectations will be reduced and consequently the cause of many complaints.
There is no doubt that complaints have a signifi cant impact on the clinicians who receive them 7 and their effect cannot be underestimated. Efforts to reduce complaints or eliminate them as far as possible will benefi t all parties.
CLINICAL NEGLIGENCE
There are many routes for patients seeking redress to their complaints in the UK, one of which is to bring a legal action for negligence against the dentist. For a patient to succeed in any claim for negligence three essential features must be present and proved:
That a duty of care is owed by the • dentist to the patient That there was a breach of duty of care • in failing to reach the standard of care expected That the patient suffered harm/losses • as a result (causation) and that the harm was foreseeable.
In most cases the fi rst of these three essentials is satisfi ed simply when the patient is accepted by the dentist as a patient or examined, and in the context of general practice this will happen when the patient is seen by the dentist normally in a clinical environment. A duty of care then exists whether it is advice or treatment that is then provided.
Much of this series explores the second of these three essential components of negligence. For a claimant to successfully sue their dentist or dental care professional, often with the help of a lawyer and usually an expert dental opinion, they need to demonstrate that the dentist or dental care professional (DCP) did or did not do something that a reasonable dentist or DCP would or would not have done in the same circumstances. This is the Bolam test and it is discussed in detail in the next article on consent. The expectation of what constitutes good practice comes from a general dental practitioner's peers, from guidelines and from an evidence base.
Not taking radiographs when appropriate and failing to warn about a likely risk are two of many examples of what may be required of a dentist in a certain circumstance, the failure of which amounts to a breach of a duty of care.
The third and arguably the most important leg of a patient's negligence claim is that of causation. The claimant has to establish, on the balance of probabilities, that the dentist's negligent act or acts has directly caused the harm or injury for which compensation is being sought. It is at this hurdle that many claimants' cases fail since it is not enough merely to show that the dentist provided substandard care. For example, a poorly completed root canal treatment resulting from a failure to take diagnostic and working length radiographs or any operative measurements may be judged to have been negligently carried out in that a competent practitioner would be expected to carry out these measurements. If, however, the patient has not suffered any damage in terms of pain, loss of function or the requirement to have further treatment, no harm has been caused by the negligent act.
Taking another example, a patient who has periodontal disease and who is not diagnosed as a result of a failing on the dentist's part will need to demonstrate that it was the dentist's failure to diagnose the periodontal disease suffi ciently early that caused the loss of attachment or teeth. This has to take into consideration the natural progress of the disease which may have resulted in the losses in any case, regardless of intervention, as well as any contributory negligence on the part of the patient who may have previously been given information and advice about self care but not acted on it. For this defence to be proposed, a dentist's records must demonstrate that this advice was given.
RECORDS
Clinical dental records are primarily designed to record treatment carried out on a patient and act as a historical record. They are essential to the delivery of dental care, contributing to the processes of diagnosis, treatment planning and the provision of care in an ordered manner. Clinical records are a communication tool allowing a patient's care to be accessed by the treating dentist, the patient themselves and other healthcare workers. 8 The records assume, however, an important signifi cance when a patient either complains or makes a claim in negligence or something goes wrong. One of the most frustrating aspects of analysing a dentist's notes is discovering their legal position is undermined by the lack of supportive information in the patient's clinical records, even when the treatment provided has been of a high standard.
Record keeping is often considered an afterthought by practitioners, used merely to record treatment items, to note fi nancial or administrative functions and often not much else. The rise of consumerism means patients' expectations of their care is higher and patients are ever more ready to question the care they have been given. This threat of litigation has prompted many dentists to change their note taking and improve the explanations given to patients. 9 It is often the difference of spending 30 seconds more on making a pertinent contemporaneous entry about a conversation, warning, option or piece of advice that can provide the perfect antidote to the patient's selective memory of the occasion. Often these crucial entries are not there and the pendulum will swing in favour of the patient's recollection of events on the basis that the patient has only one dentist, but the dentist has many patients and his or her memory, in the absence of a written record, will be judged to be less reliable. few notes record a diagnosis except for the most common, for example pericoronitis. A diagnosis gives a rationale for treatment and should be present even for routine fi llings, eg 'recurrent caries -broken fi lling' or 'irreversible pulpitis' Treatment plan 7.
-a list of treatment to be done as well as any referral that needs to be made should be recorded. This allows the proper sequencing of treatment according to appropriate principles of relief of pain fi rst followed by increasingly complex treatment, depending on the patient's response to prevention and other advice Reference to consent 8.
-the options available should be discussed and recorded as well as the relevant advantages and disadvantages. The patient's preference for a particular treatment should be recorded along with the reasons for doing so, especially if the dentist is not in complete agreement. More complex or riskier procedures may warrant written consent forms requiring the patient's signature Progress notes 9.
-these will form the bulk of the records and should always be dated and a note made of the treating dentist. The nurse's initials are useful also. The treatments undertaken, details of local anaesthetics and any instructions given should be noted. Some warnings may be given as standard and therefore to avoid continually recording them, an advice sheet can be given and a copy retained in the fi le for future reference. These may be on post-extraction instruction, advice about orthodontic appliances or the care of dentures for example Exit notes 10.
-if a patient informs the practice that they are leaving it is useful to record the reasons for the departure. This is particularly the case if they are in the middle of treatment. Many practices send questionnaires to patients who have not visited the practice for some time and these will assist in developing a customer orientated approach to patient care. Some patients may request copies of their notes or radiographs when they leave and they are entitled to copies of them under the Data Protection Act 1998 in England.
It is a common adage that 'if it is not written in the notes, it did not happen' and this relates as much to unusual situations in practice as to routine care. If a patient is given oral hygiene instructions, or advised to use a fl uoride mouthwash or to give up smoking, these may be routine everyday interactions but they assume enormous signifi cance at a later date if the patient makes a claim for negligent management of their periodontal disease. Simply recording this advice and their response to it over time will enable a successful defence of the claim to be mounted. Merely noting 'Exam S+P' will not capture what may have been a signifi cant discussion about prevention and the aetiology of gum disease.
ELECTIVE TREATMENT
When embarking on elective treatment on teeth that are healthy and symptomfree, record taking should be meticulous.
Examples of this might include:
Elective root canal treatment therapy • before fi xed restorations Elective removal of symptom-free third • molars or retained roots Elective preparation of previously • intact (or minimally restored) teeth to receive crowns, bridges, veneers etc The decision to remove most or all • of a patient's remaining teeth and to provide dentures The removal of (usually sound) teeth as • part of orthodontic treatment.
The more elective the treatment, the more intrusive/interventionist/irreversible the treatment, the greater the risks of an adverse outcome, or the consequences if this were to happen, then the more critical it becomes to have full and meticulous records available. 13 This might include study models and clinical photographs in the case of elective cosmetic treatment as well as any correspondence to the patient setting out the discussions that have taken place and confi rmation of what is being planned with the attendant costs.
REFERRALS
A dentist has a duty to refer patients for a second opinion and for further advice There are ten essential requirements in clinical record keeping: 2 Identifi cation data 1.
-these will include name, address, telephone numbers and email addresses. Text messages (SMS [short message service]) are being increasingly used by practices to remind patients of appointments and so mobile phone numbers are useful Medical history 2.
-this should be in the form of a written proforma which will cover all aspects of the patient's general health. This should be signed and dated 10 by the patient and have a space for the treating dentist to date every time the medical history is checked at recalls. Updating the medical history on a computer is equally valid as long as the changes are date stamped. There should be an enquiry about smoking and alcohol consumption and any advice given in relation to reduction or cessation should be noted 11 Dental history 3.
-this should cover previous dental experiences, why the patient has come to the particular practice as well as an understanding of risk factors such as diet and oral hygiene measures, and previous dental care. Lifestyle questions about attitudes to dentistry and cosmetic treatment can be covered in a questionnaire Clinical examination 4.
-this clinical examination should cover both extraoral as well as intra-oral structures including an oral cancer screening. Both negative and positive fi ndings should be recorded. A baseline charting to include the current status of the teeth and supporting periodontal structures should be undertaken with a record that this has been done. A basic periodontal examination (BPE) or some other equivalent objective measurement should be recorded to assess the periodontal tissues Radiographic examination 5.
-any radiographs taken should be justifi ed and the report on any fi ndings should be in the notes. A subjective quality rating is also required in some jurisdictions 12 Diagnosis 6.
-unfortunately very when it is necessary, or if the patient asks.
14 This means that a practitioner has a duty to consider, before commencing treatment, whether a particular procedure is something for which he/she has the appropriate training, experience, facilities, skills and competence to carry out safely and to an appropriate standard. It is for the patient to decide whether they wish to have the treatment carried out by a general practitioner, or by a recognised specialist in the relevant fi eld. The latter may cost more, and this is a relevant consideration for the patient as part of the consent process. For all the reasons above, the patient needs to be provided with suffi cient information about the alternatives in order that they are placed in a position to make a properly informed decision before the event. Where the patient is not made aware of these options and the treatment proves unsuccessful, it may well be argued that the patient would have wished to have been referred for treatment by a specialist and this is what they would have chosen if only they had been given this opportunity. 15 Referrals may be appropriate for complex clinical cases such as periodontal disease, oral surgery, root canal treatments and restorative problems and it is important that practitioners recognise their limitations in managing these treatments. A professional recognises their limitations. These may be based on the realisation that a particular patient's needs cannot be met, either because of the complexity of the treatment or the demands of the patient. It is neither a sign of weakness nor incompetence to seek the advice or assistance of a more experienced colleague in such cases. There is a balance between accepting a challenging case over which you have a high degree of control, even if the outcome may be less predictable, and foolishly taking on a case either for fi nancial reward or because of undue pressures placed on you by the patient or other parties. These parties could be an employer, colleague, payment agency or commissioning body. 16 Working within some systems, like the NHS, may make certain treatments and procedures appear to be fi nancially unviable but it would be considered unethical and unprofessional to refer a patient simply on this basis alone. Indeed the NHS contract is explicit in this: 'In making a decision as to what services to recommend or provide to a patient who has sought services under the contract; or to refer a patient for other services by another contractor, hospital or other relevant service provider, the contractor shall do so without regards to its own fi nancial interests. ' 17 When a referral is made it is important to ensure a system exists in the practice to track it, particularly those that are urgent or high risk by virtue of their need, eg suspected malignancy. The specialist may not receive the referral either because it was not made, not received or lost in various systems. The practice should follow up referrals to make sure they are dealt with and this can be supplemented by copying the referral letter to the patient or telephoning the patient after a certain period to make sure that an appointment has been made and kept. It might be appropriate also to empower the patient to contact the practice if nothing is heard after say 7-10 days in the case of urgent referrals.
